INTRODUCTION
Providing care to the dying requires an interprofessional team to attend to complex needs that extend beyond the physical care of the patient. SOcial, psychological, emotional, and spiritual needs are equally significant care provisions for patients and their families in palliative settings. Therefore, by necessity (1) (2) (3) and by mutual assent (4), palliative care is delivered by an interprofessional team of health professionals and not by one profession alone. This article presents a model of education by describing an interprofessional palliative care course that brings together students from various health professions to provide an opportunity for learning and practice on a palliative care team.
The model of collaborative interdisciplinary learning reflects the practice of this distinct area of health care. The core course curriculum is based on the assumption that offering an effective continuum of palliative care services for patients and families requires the teamwork of health professionals from various disciplines. This includes the collaboration of doctors, nurses, social workers, spiritual care, pharmacists, and rehabilitation workers, among others. Emphasis is placed on teamwork as a necessity, rather than as an option in the palliative care setting; and conversely, a lack of interprofessional collaboration can be disadvantageous to the patient (2) . Currently, there is little education available to prepare professionals for interprofessional practice (5) . Consequently, it is imperative that educational programs begin to offer 'curricula aimed at developing both the knowledge of interprofessional practice and the skill of teamwork. Accordingly, educational initiatives to train health professionals on interprofessional practice are needed to provide quality palliative care in the future. Wee et al. (3) posit that palliative care is a particularly fitting context for interprofessional education because "in the face of multidimensional suffering, complex problems and rapidly changing situations, effective and generous teamworking is essential" (3, pA90 ). However, it has only been in recent years that interprofessional education is regarded as an essential component of education in the health care disciplines (5) . Furthermore, several recent studies have argued that early socialization to interprofessional teamwork is significant to health professionals' subsequent abilities to effectively teamwork in palliative care (3, 5, 6) .
In 2005, Health Canada documented the necessity for interprofessional education in the health system:
Changing the way we educate health providers is key to achieving system change and to ensuring that health providers have the necessary knowledge and training to work effectively in interprofessional teams within the evolving health care system (7, p.2) Health Canada also recommends that training in interprofessional care take place at all levels of education including undergraduate, graduate, and continuing education for professionals already working in health care. Current practice in palliative care confirms that interprofessional skill building is necessary. The findings of a study conducted by Sellick et al. (8) , in which palliative care professionals were surveyed and interviewed palliative professionals, corroborate the Health Canada advisement.
• Despite these recommendations and the realities of the challenging nature of the profession, very little education is targeted at training palliative care professionals specifically (9) . Current palliative care education initiatives focus on continuing education (10, 11) . For example, although there are few formal training programs for palliative care nurses in Canada, currently these programs do not exist for other professions who work in palliative care. While some interprofessional programs exist in the US, for example the Geriatric Interdisciplinary Team Training Program (12) , none are known to represent palliative care across the lifespan, including pediatric.
The literature on interprofessional training in palliative care settings highlights educational needs such as communication skills, trust building, self-awareness, and role understanding amongst the various disciplines on a health care team (3, 6, 5) . Workshop and seminar formats are widely used in conducting interprofessional training for professionals already working in the palliative care setting (13) . In addition, experiential learning (i.e., patient and family interviewing) in palliative education has been successful in several evaluative studies in recent years (13) (14) (15) . The effects of interprofessional training appear to increase and improve health professionals' skills in delivering quality health care as a team to patients and their families. As described by clinicians in a pediatric hospice, "The children have taught us the essential importance of our interdisciplinary staff team-in which our ability to be flexible and vulnerable wi th one another as well as with the children and their families becomes the entry point into appropriate caring relationships" (16) .
HISTORICAL OVERVIEW AND COURSE DEVELOPMENT
The interprofessional palliative care course at University of British Columbia (UBC) is offered under the auspices of the College of Health Disciplines in cooperation with the Division of Palliative Care in the Faculty of Medicine. The College of Health Disciplines is an umbrella organization for all the health and human profession schools at UBC; it offers interprofessional health and human service courses. While the terms "multidisciplinary" and "interprofessional" are often misused and their meanings are various (17), the term "interprofessional" is used deliberately here. Gilbert (18) describes interprofessional collaboration as a "process through which parties who see different aspects of a problem can constructively explore their differences and search for solutions that go well beyond their own professional vision of what is possible." This embodies the values of the College of Health Disciplines and its courses.
The planning for the course was begun in 2001 and it was delivered for the first time in 2003. The structure of the planning committee included palliative care clinicians and scholars. The professions of those on the planning committee spanned medicine, nursing, social work, pharmacy, rehabilitation therapy, and spiritual care, and represented both adult and pediatric palliative care. The course was designed and approved by the UBC senate to include four professions: medicine, nursing, social work, and pharmacy. One faculty member from each of the professions was chosen in order to facilitate the passing of the course through the approval process of each department. These faculty members then formed the teaching core faculty for the first year of course delivery.
During the course planning, much consultation was done with various members of the interprofessional HIV / AIDS course (19, 20) , also offered by the College of Health Disciplines at VBC. That course had extensive experience with and worked from a model of interprofessional education (20) , from which the palliative care faculty benefited enormously. In addition, research into the delivery of palliative care education was undertaken. Interviews with various professionals about their own education also informed the development of the course.
FORMAT OF THE COURSE
The course, Interprofessional Health and Human Services 405: Palliative Care, is a six-credit course (equivalent to two terms) delivered in an intensive format during four weeks in the spring session. It is offered generally in the month of June in order to allow second-year medical students to join in between examinations and a placement outside the city. The course occurs four days a week; students attend class for two full days each week and are in various clinical experiences for the other two days. It has been designed for senior undergraduate students, as the mandate of the College is to provide education for this segment of the university population. The course is offered in a downtown location near a teaching hospital in order to make it most easily accessible geographically.
The course enrolment has been capped at 16 to 20 students per year: four teams of one student from each discipline of pharmacy, nursing, social work, and medicine. The cap is in place because there have been concerns about the course's ability to have more than four clinical sites and about the stress on the sites if the teams are bigger than four or five students. The overall goal of the course is to provide senior undergraduate health sciences students with attitudes, knowledge, skills, and abilities that enable them to begin practice in palliative care or to pursue a specialization in the field, OVERVIEW AND TEACHING STRATEGIES The Wyness et a!. (20) model of interprofessional education includes partnership, collaborative process, and course design. Each of these components has been carefully attended to within the planning, organization, and implementation of the course. The partnerships for the palliative care course are varied and numerous. Each of the faculty members teach in partnership with their home institutions, be it a hospital or a university. In addition, the success of the course requires the involvement and commitment of all the professionals in the clinical sites who welcome and mentor the students. The development and nurturing of partnerships within the faculty, their institutions, and the professionals currently practising in the field contribute to the successful delivery and subsequently provide a good model of interprofessional practice.
The collaborative process, as articulated by Wyness et a!. (20) , includes assessing, building, managing, and evaluating. The assessment of the need for a palliative care course occurred through all the activities of the planning committee as outlined above. The building phase included much teambuilding on the part of the faculty members as they began to work together and committed to numerous meetings in order to get the course underway. A small but significant amount of time at each meeting was spent getting to know one another in order to build working relationships and trust. The managing of the course happened and happens in the delivery of it each and every year. The course could not happen without the administrative support of both the College of Health Disciplines and the Division of Palliative Care. The evaluation of the course occurs at the end of the four weeks.
The final component in the educational model proposed by Wyness et aI. (20) is course design. This includes both interprofessional learning as well as discipline-specific learning. The course outline for the palliative care course enumerates a total~f 19 objectives, which are divided into interprofessional and palliative-care-specific. The separation of the two sets of objectives reflects the philosophy of the course, with specific expectations of learning related to palliative care as well as purposeful attention to interprofessional knowledge and skill development.
The 12 palliative-care-specific objectives (Appendix 1) address the central importance of the right of the patient to have control, the centrality of the family as the unit of care, beliefs and attitudes about death and dying, communication skills, and common symptoms. It is expected that students will demonstrate their knowledge of ethical and legal issues, and of grief and loss, There are seven interprofessional objectives (Appendix 1) that cover such issues as the respect for the unique contributions of each profession, the ability to understand practice environments and their influence on teams, as well as a requirement to demonstrate principles of effective teamwork.
The two instructional days in the course begin at 9 a.m. and continue until 4:30 p.m. The class days are divided into at least four segments, some as many as six, and integrate teachings by faculty members and palliative care clinicians. The teachers of various sessions are chosen for their representation of the variety of professions in palliative care. Some faculty members present seminars. In other cases, several professionals will present together. For instance, one segment is a panel on the concept of total pain. The format of the segment is a role play by the professionals of a team meeting concerning a patient. Generally, all four core professions (medicine, nursing, social work, and pharmacy) are represented, along with spiritual care and rehabilitation. Each professional presents their own assessment of the pain of the patient and family, and their own approach to possible intervention(s).
The course includes numerous other teaching strategies. The students are assigned to interprofessional teams on the first day and much of their time, including clinical days and one of the assignments, is spent in these teams. This allows them to experience working as a team and to learn at close range the other professions.
Case-based learning is also undertaken. A case is developed over the four weeks and one session in each week is devoted to working on the case. Working in their interprofessional teams, students are asked first to reflect on what each profession prioritizes in their case presentation; they then work together to establish priorities for the team. In subsequent weeks, they are asked to work in their own discipline group, to research a specific aspect of the case, and to report back to the class what they have discovered. In addition, guest faculty are also given details of the case and encouraged to use the same case to inform their examples. • • This has led to some interesting and sometimes unexpected developments in the case over the period of learning. For instance, the case used in the classroom involves a dying mother of young children. She is presented as being in a relationship with another woman. Over the years, through the original intervention of one of the guest faculty, the case has evol~ed to in~lude ,a biological father who reappears In the children s lives to claim custody. This layer of additional detail has provided depth and added challenge to discussion in the classroom.
CLINICAL SETTINGS
The students in their interprofessional teams spend two days of the four weeks in clini~al settings. The first four visits are spent in one site in a palliative care setting. In the first year of the course, we had the teams of students rotate around the four clinical sites for the first four clinical days. This was designed to allow them to have an overview of the system in the area and the ways in which palliative care models can differ while still providing excellent care. However, this experience proved too chaotic for both the clinical facilitators and the students. In the subsequent years, each interprofessional team of students has spent the first four visits in one clinical setting. This has allowed better skills building by team members and some relationships to form with the clinical preceptors.
Additional clinical days are spent touring a funeral home, a hospice for adults, and a pediatric hospice. Vancouver is fortunate to be the site of Canuck Place, a children's hospice-the first and, until recently, only one in North America. In each of the years, teams have toured the hospice after spending time in adult palliative care. In the third year, one of the teams was placed for the first four visits in the children's hospice. This team was then sent to one of the local adult units while the other teams were visiting the pediatric site.
One of the most successful clinical experiences has been the incorporation of the stories of caregivers told to someone who has experienced palliative care. This learning exercise is based on educational practice from the UK (21, 13) and takes place on one of the clinical days later in the month. Two caregivers are invited in and two teams of students go with each. The caregivers are asked to tell their story for about 20 minutes and then entertain questions for the remainder of the hour. Afterward, the groups of students are brought together for a debriefing. Students report learning a great deal from the experience of listening to someone's story of direct palliative care and bereavement. Over the years, the caregivers have variously been a mother, a husband, a woman whose mother died of cancer, and a man living with HIV who cared for his partner who died of AIDS-related illness.
ASSIGNMENTS
One of the assignments in the course is considered, in part, to be a clinical experience. The students are asked to submit short weekly journal entries in response to specific questions posed throughout the weeks or to reflect on their own reactions. The students are given feedback before handing in the subsequent week's journal. They are graded on their ability to critically reflect, which can and should deepen over the four weeks. They are asked to consider how their thoughts and emotions affect their practice of palliative care specific to their own discipline. This assignment is worth 20% of the overall grade.
The students are also asked to do a presentation in class; it is undertaken and delivered in a group format in their interprofessional teams. They are asked to consider one of a number of ethical issues in palliative care, such as intravenous hydration at the end of life or terminal sedation. Collaboration and negotiation of ethical issues between team members of various disciplines can be a challenge (22) . The teams are asked to invent and present a case built around the ethical issue and to address the ethics of the situation from each of their disciplines' point of view, as well as demonstrate their own work together as a team. They are asked to consider how they address conflict and are also graded on creativity. This assignment is worth 40% of the final grade.
Finally, students hand in an essay at the end of the course. They are asked to watch one of four movies and to consider how the film does or does not address the concepts of palliative care, the dying process, and interprofessional teamwork. The students are asked to incorporate relevant literature from the course and/ or their own reading, and clinical experiences. They are graded on their ability to analyze critically, and to develop the paper logically and coherently. This is worth the final 40% of their grade.
STUDENT FEEDBACK
The measurement of effectiveness in palliative education is difficult (23) . As this course is designed as an undergraduate introduction to a specialty, measurement of effectiveness would be particularly difficult in that it would require following students over years to evaluate their entry and effectiveness in the profession. In the timeframe of the course, however, students consistently rate the course highly on a quantitative evaluation common to all College of Health Discipline courses which addresses the interprofessional learning. For instance, in answer to question "Compared to the beginning of the course, do you have better skills of joint planning and decision making with other health care professionals?", the ratings have always been 3.5 and higher, with 3=somewhat and 4=very much on a 4-point scale. All five items pertaining to interprofessional knowledge and skills have consistently rated between 3 and 4 over the years of the course.
The course is re-evaluated and has been changed each year based on student feedback. During an informal exercise on the last day, students are asked to provide feedback on what they would change and would not change in the Course. For instance, in the first year, the pharmacy students said they felt that teaching specific to pharmacy had been greatly lacking. As a result, modules of specific pharmacy content were built in the subsequent years, and the continuous presence of profession-specific material was ensured throughout. The faculty has become increasingly aware over the years of the importance of discipline-specific teaching within the course. This is confirmed by Koffman (23) , who states that such sessions "can be helpful to reaffirm participants' roles and professional identities." All forms of feedback are reviewed by the core faculty each year in deciding the following year's content.
LESSONS LEARNED
There have been many lessons learned in the four years that the course has been offered. As a result, changes have been made to both the content of the curriculum and the process of Course delivery. The original course design took students through what was conceptualized as the "life process" of palliative care: from general information about palliative care and its history through medical and psychosocial issues of various diseases to death and bereavement. However, this design, in conjunction with the concentrated nature of the course being delivered in an intensive format over one month, served to exhaust the students. As a result, the curriculum was redesigned such that the process or feeling-oriented emotional work was situated in the middle of the four weeks and, therefore, was led into and followed by theoretical teachings. Subsequently, the teaching methods were primarily didactic at the beginning and end, and experiential in the middle.
Time for debriefing after clinical days was built into the timing of the course in the first year. In subsequent years, this was eliminated because the faculty found that when the students needed to talk about an intense or touching experience, they did so in the context of the regular classroom discussions. Therefore, a margin of flexibility was permitted within the teachings to allow for it when it arose spontaneously. Students are always encouraged to talk in the class about their reactions to the material and to reflect on their learning.
There have been ongoing issues about the recruitment of students. The participation of medical students has ranged from one in one year to the full complement of four students. Scheduling an intensive four-week course within an already consuming program of study has proven to be difficult. Similarly, there have been recruitment issues with nursing students, most of whom are working and need to take the course while on holidays. Some years, this has meant fewer than four nursing students. Social work and pharmacy students have been consistently available and interested over the years. As a result, there have been some years with up to six students from pharmacy and social work, who were recruited to fill in the gaps left by medicine and nursing.
An additional challenge has been the varied expectations in the professions involved in this course. For example, the medical students are graded only on a pass/ fail basis and, in the initial years, it was unclear as to whether the course would appear on their academic record. This resulted in tensions on the student teams between those with differing expectations of work levels. However, this has not been consistently an issue and has effectively disappeared since the clarification that the course does appear on every student's academic record.
The course has evolved to include a spectrum of palliative care across the lifespan. In the initial planning of the course, an effort was made to include pediatric palliative care as both distinct from and similar to adult care. In the first year, before the inclusion of Canuck Place as an extended clinical site, the pediatric content was limited to one three-hour presentation and a tour of the children's hospice. Since then, pediatric content has become more infused throughout the four-week curriculum. This is due in part to the inclusion of the pediatric clinical site. Secondly, one of the core faculty members works in both adult and pediatric palliative care, and brings that perspective to the classroom on a daily basis. In addition, sessions 277 • • are more inclusive of various professionals who work in pediatric care. For instance, the spiritual care provider from the children's hospice was invited to join in the teaching of the module on teamwork. All of this has helped bring pediatric palliative care into the mainstream knowledge of the students, while still acknowledging how it is different from adult care.
FUTURE DIRECTIONS
At present, the four professions involved in the course are medicine, nursing, pharmacy, and social work. Instructors from various other disciplines, such as physical therapy and spiritual care, are included in the teaching of the various modules of the classroom delivery. Much thought has been given to expanding the number of professions involved in the course and inclusion of students from other professions is a long-term goal. Barriers to this are various. For instance, schools of theology, from which spiritual care students might be drawn, are not part of the College of Health Disciplines, which oversees the course. The faculty members believe it is very important to have professional mentorship, both in the classroom and in the clinical placements. It is not enough to integrate additional students if they are not going to have a faculty mentor in the classroom and at the various clinical sites. The burden of larger student teams has also been a factor in the current situation. For clinical sites to have more students in their midst requires a stronger commitment. At present these relationships are building and the faculty is not yet ready to request more from the clinical sites.
The faculty members are aware of an ongoing need to plan for future faculty members. So far, one faculty member has retired and the planning for another to stop teaching the course is in the works. The time for faculty members to teach the course has been somewhat of an issue over the years. Faculty members have varying amounts of support from their institutions and colleagues; only one is currently a full time academic with dedicated teaching time. Some take holidays in order to teach in the course and others are able to juggle their schedules. Student feedback concerning the richness of being taught by professionals who are actually working in the field indicates it is worth the effort.
Ultimately, the effectiveness of this course is demonstrated in the awareness of the issues of death and dying, and of whole-person care that the students bring to their professional practice lives, whether they work in palliative care or elsewhere. While the authors hope to under-take research in the future to follow up with the students who have taken the course over the years, and to determine whether and how they have incorporated learning about palliative care into their professional lives, the feedback to date has indicated that a great deal of education has occurred. Reflections from the professionals supporting the educational process at clinical sites as well as in the classroom confirm that the students are engaging in an effective learning process, as evidenced by the posing of appropriate questions and meaningful dialogue.
The collaborative process between educators and clinical sites has resulted in strengthening existing relationships within the palliative care community. As such, gathering the resources of the palliative care community to work toward a shared educational goal has been another achievement of the course. As both palliative care and interprofessional practice become a central component of health care, this course provides both a source of information for the practice of palliative care and a model of interprofessional teamwork.
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